Purpose: This study investigated predictors of unresponsiveness to second-line intravenous immunoglobulin (IVIG) treatment for Kawasaki disease (KD). Methods: This was a single-center analysis of the medical records of 588 patients with KD who had been admitted to Asan Medical Center between 2006 and 2014. Related clinical and laboratory data were analyzed by univariate and multivariate logistic regression analyses. Results: Eighty (13.6%) of the 588 patients with KD were unresponsive to the initial IVIG treatment and received a second dose. For these 80 patients, univariate analysis of the laboratory results obtained before administering the second-line IVIG treatment showed that white blood cell count, neutrophil percent, hemoglobin level, platelet count, serum protein level, albumin level, potassium level, and C-reactive protein level were significant predictors. The addition of methyl prednisolone to the secondline regimen was not associated with treatment response (odds ratio [OR], 0.871; 95% confidence interval [CI], P=0.846). Multivariate analysis revealed serum protein level to be the only predictor of unresponsiveness to the second-line treatment (OR, 0.160; 95% CI, 0.028-0.911; P= 0.039). Receiver operating characteristic curve analysis to determine predictors of unresponsiveness to the second dose of IVIG showed a sensitivity of 100% and specificity of 72% at a serum protein cutoff level of <7.15 g/dL. Conclusion: The serum protein level of the patient prior to the second dose of IVIG is a significant predictor of unresponsiveness. The addition of methyl prednisolone to the second-line regimen produces no treatment benefit.
Introduction
Kawasaki disease (KD) is an acute, self-limiting vasculitis that occurs predominantly in young children 1) and is now acknowledged as a common acquired heart disease in this population. Intravenous immunoglobulin (IVIG) is the most effective first-line treatment during the acute phase of illness. However, approximately ≥10% of patients with KD fail to defervesce following an initial IVIG treatment 1) . The rate of unresponsiveness to initial IVIG is reported to be as high as 38.3% 2) . Unresponsiveness [2] [3] [4] [5] [6] and prolonged fever [7] [8] [9] have also been reported to be significant risk factors for coronary artery lesions. Despite the significant level of unresponsiveness to first-line treatment in patients with KD, the best second-Korean J Pediatr 2016;59(10):408-413 line treatment remains unknown. The administration of a second IVIG dose is currently the most common therapeutic strategy in unresponsive cases 10, 11) . Although the rate of unresponsiveness to second-line treatment with IVIG has been reported as 22%-49% [12] [13] [14] [15] [16] [17] , no studies have reported on the prediction of unresponsiveness to second-line IVIG treatment.
The purpose of our current study was to investigate the predictor of the unresponsiveness to the additional administration of IVIG as the second-line treatment. We conducted a retrospective, single center study to find out a clinical/laboratory variable associated with the unresponsiveness to the second IVIG treatment.
Materials and methods

Subjects
From January 2006 to December 2014, 797 patients with KD were admitted and managed at Asan Medical Center. The diagnostic criteria for KD followed American Heart Association guidelines 1) . Among 588 patients with complete presentation of principal clinical features who were treated with initial IVIG (2 g/kg), 80 patients with demonstrated unresponsiveness were enrolled as our current study subjects. Patients demonstrating incomplete presentation of principal clinical features, displaying spontaneous recovery before the administration of initial IVIG, admitted after the 10th day of illness, or transferred from other institutes without complete initial clinical/laboratory data were excluded.
Before 2009, the second-line treatment regimen consisted of additional administration of IVIG, but after 2009 consisted of combination IVIG and IV methylprednisolone (30 mg/kg/day for 2 or 3 days). We defined unresponsiveness to treatment as persistent or recrudescent fever 36 hours after completion of initial IVIG administration.
This retrospective study was approved by the Institutional Review Board of Asan Medical Center (2015-0368), and the requirement for informed patient consent was waived.
Data collection
Clinical and laboratory data were collected through medical record review. The subjects were divided into 2 groups according to second-line IVIG treatment response. Group 1 consisted of children that were responsive to second-line IVIG treatment and group 2 consisted of children that were unresponsive to secondline IVIG treatment.
Clinical data such as age, height, body weight, clinical features and duration of fever before initial IVIG treatment, were collected at the time of first-line IVIG treatment. Laboratory data were collected retrospectively (1) before initial IVIG treatment and (2) before second-line treatment. If a laboratory test was performed ≥2 times during each period, the highest value was selected for the following tests: white blood cell (WBC) count, neutrophil percent, erythrocyte sedimentation rate, serum aspartate aminotransferase level, alanine transaminase level, total bilirubin level, Creactive protein level, lactate dehydrogenase level, and brain natriuretic peptide level. For hemoglobin concentration, platelet counts, serum protein level, albumin level, and electrolyte concentration, the lowest value was selected. A fractional change (FC) in the laboratory data was obtained through an additional calculation; FC (%)=(value before initial treatment-the value before second line treatment)/(the value before second line treatment) 18) . We measured coronary artery diameter at each phase of illness within three months of fever onset. The highest value among the measurements was selected and used to calculate the z score using the formula by Dallaire and Dahdah 19) . Coronary artery dilatation was defined as a z score ≥2.5. Giant aneurysms were defined by a diameter >8 mm or a z score ≥10.
Statistical analysis
All statistical analyses were performed using IBM SPSS Statistics ver. 21.0 (IBM Co., Armonk, NY, USA). All continuous variables are described as a mean±standard deviation. All categorical variables are described as a frequency with percentage. Univariate and multivariate logistic regression analyses were performed to determine predictors of unresponsiveness to second-line IVIG treatment. Additionally, receiver operating characteristic curve (ROC) analysis for the predictor was performed. The z score of coronary artery diameters was compared between the 2 groups using a t test. Statistical significance was defined as a P<0.05. 
Results
The clinical characteristics of the subjects are presented in Table  1 . None of the clinical variables were significant predictors of unresponsiveness to second-line IVIG treatment.
The laboratory data for the subjects are presented in Table 2 . WBC count, neutrophil percent, hemoglobin level, platelet count, and serum protein level, albumin level, potassium level, and Creactive protein level were significant predictors by univariate analysis when evaluated before second-line IVIG treatment. Among the laboratory data obtained before initial IVIG treatment, only the serum chloride level was significant. Univariate analysis was also performed on the FC of laboratory variables. The FC of serum protein level (odds ratio [OR], 0.0, 95% confidence interval [CI], 0.0-0.064, P=0.016) and C-reactive protein level (OR, 23.986; 95% CI, 2.915-194.407; P=0.003) were significant in univariate analysis. The FC of serum protein level was 0.15%±0.14% in group 1 and -0.01%±0.12% in group 2. The value of FC for C-reac tive protein level was -0.38%±0.36% in group 1 and 0.36%± 0.66% in group 2. Methyl prednisolone was used as an additional drug to second-line IVIG treatment in 34 subjects (48%) from group 1 and 4 subjects (44%) from group 2. Methyl prednisolone use was not a significant predictor for unresponsiveness to second-line IVIG treatment (OR, 0.871; 95% CI, 0.216-3.512; P=
0.846).
A multivariate logistic regression analysis conducted for the model consisted of 4 variables with relatively lower P values (WBC count, neutrophil percentage, serum protein level, and serum C-reactive protein level) before second-line treatment (Table 3) . Serum protein level was only predictor for unresponsiveness to second-line IVIG treatment (OR, 0.160; 95% CI, 0.028-0.911; P=0.039) (Fig. 1) .
The result of ROC analysis is presented in Fig. 2 . Area under curve was 0.913(95% CI, 0.835-0.992). In the prediction of the unresponsiveness to second-line IVIG treatment, the sensitivity was 88% and the specificity was 80% at the cutoff level of <6.95 18, [20] [21] [22] . Multivariate logistic regression analysis showed that serum protein levels collected before second-line IVIG treatment was a significant predictor of unresponsiveness. This result has clinical significance, as it might help physicians make appropriate therapeutic decisions and enable counseling of KD patients who are unresponsive to the initial IVIG treatment. Currently, the most frequently selected second-line treatment in patients with KD refractory to initial treatment is exclusive administration of IVIG. IVIG was the second-line drug of choice in 64.5% of the patients unresponsive to initial IVIG treatment in a previous investigation of 5,633 patients in the United States 10) . A nationwide survey in Japan showed that second-line treatment with additional IVIG was performed in 44.1% of hospitals and that it was combined with other drugs in 26% of hospitals 11) . The rate of unresponsiveness to second-line IVIG treatment is not lower than the rate of unresponsiveness to initial IVIG treatment [12] [13] [14] [15] [16] [17] . Finally, the dilation of coronary arteries was signifi cantly higher in KD patients demonstrating unresponsiveness to secondline IVIG treatment. This result suggests that such patients should be notified about the risk of unresponsiveness to addi tional IVIG administration before receiving it as a second-line treatment.
Because the etiology of KD is unknown, we cannot explain the pathophysiologic mechanism underlying low serum protein levels after initial IVIG treatment or its association with unresponsiveness to second-line IVIG treatment. Low serum protein levels after IVIG treatment might suggest that there is a deficient amount of serum immunoglobulin needed to alleviate illness. However, a future study verifying this assumption is needed. Other future studies should investigate the low serum protein levels as a predictor of unresponsiveness to other second-line treatments (e.g., administration of corticosteroids, infliximab, cyclosporine, methotrexate, etc.).
The most effective second-line treatment in patients with KD g/dL. The sensitivity was 100% and the specificity was 72% at the cutoff level of <7.15 g/dL because the highest value of serum protein level was 7.1 g/dL in subjects of group 2 (Fig. 1) . The coronary artery diameter was significantly larger in group 2 compared with group 1 (Table 4) . Fourteen subjects (20%) in group 1 and 4 subjects (44%) in group 2 had a coronary artery dilatation. Two subjects in group 2 had a giant aneurysm.
Discussion
To find out the predictor for second-line IVIG treatment, we additionally investigated laboratory data collected before secondline treatment after initial IVIG treatment, as well as laboratory that are refractory to initial treatment is still unclear 23) . Investigations regarding the efficacy of exclusive administration of corticosteroids as the second-line treatment have shown no superior protective effect for coronary artery lesions relative to additional IVIG administration 15, 16, 24, 25) . In one study, the combination of IVIG and oral prednisolone was recommended as a second-line treatment 26) . However, the addition of methyl prednisolone to the second-line IVIG treatment regimen was not significantly advantageous in this study. We think that the efficacy of combination therapy needs further investigation in a future study including larger numbers of patients.
This study had several limitations. First, the number of Kawasaki patients with unresponsiveness to second-line IVIG treatment was relatively small. Second, every subject in this study was Korean. Therefore, our findings should be reexamined in other ethnic groups. Third, we could not test the diameter of coro nary arteries as a predictor because the initial echocardiographic examination was performed before or after initial IVIG treatment. Fourth, we have not distinguished the timing of echocardiography for the detection of coronary lesions between subacute and convalescent phase.
In conclusion, the serum protein level before second-line IVIG treatment is a significant predictor of unresponsiveness in KD patients. Furthermore, the addition of methyl prednisolone to the second-line IVIG treatment regimen in these cases is not more effective than exclusive IVIG administration.
